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THIS somewhat rare congenital abnormality is of interest both
from the difficulties which it presents in diagnosis and treat-
ment, and from the light it throws on the causation of those
skeletal changes which we associate with the mouth breather.
I have had under my care two cases of this condition occurring
in sisters. The occurrence of congenital choanal occlusion in
two members of a family, as far as I can ascertain, has not been
previously recorded.

In November 1919, a girl, aged 14, was brought to me by her
mother with the complaint that her nose was stuffy, and with
the request that I would remove the child's adenoids. The fact
that the mother stated that the adenoids had been removed
twice before, and also that on examination it was found that
the nasal obstruction was absolute, led to further investigation.
On making inquiry into the family history, the mother
volunteered that she had another daughter, one year older,
who also was unable to breathe through her nose. Three
other children, aged 12, 8, and 6 respectively, could all breathe
normally.

The detailed history of the two cases was as follows:—

In both patients the breathing was very noisy at birth and great
difficulty was experienced in feeding them. There was, however, in
neither case any tendency to asphyxia at birth. During infancy the
breathing was very noisy, leading the father to christen them "his two
little steam-engines." From the age of about two years the respiration
became quiet, both during sleep and when awake. The children were
taken to doctors on several occasions because of the nasal obstruction,
and alleged "adenoids" were removed from the one child on two,
and from the other on three occasions, without any benefit. Their
health, in other respects, had always been good.

On examination it was noted that both children were well developed
and intelligent. The chest showed no deformity, the palate was rather
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high. The nasal cavities were full of mucus. When this had been
removed it was seen that the passages were wide and the septum
straight. The turbinals were small and presented a curious collapsed
and crenated appearance. The nasal obstruction was absolute, and in
neither case was there any sense of smell. Posterior rhinoscopy was
unsuccessful, but on palpation both choanse were found to be closed by
a smooth, hard plate with a slight dimple in the middle. The ears of
one patient were normal, but the other showed, on one side, a perforation
with a little purulent discharge. This had been present for several years.

The two cases were operated upon, on the same day. The plate
which was found to be entirely bony, was removed with mallet and
chisel, and, in addition, about half an inch of the posterior end of the
nasal septum. When seen now, two years later, both have a free
airway on each side and are apparently breathing constantly through
the nose. One has developed some slight sensation of smell, the other
has not. Both continue to have free discharge of mucus from the
nose, but they now blow it out instead of wiping it away when it
overflows, as they had previously to do. The turbinals still appear
collapsed and crenated. The ear which had been discharging is
apparently dry, but still shows a small inferior perforation.

Points of interest which occur to me in these two cases, and
which bear upon the symptomatology and treatment, are :—

1. The occurrence of the condition in two members of
one family.

2. The absence of asphyxia at birth.
3. The difficulty in diagnosis at an early age owing to the

small size of the parts involved. Thus, both were regarded as
cases of adenoids for many years, and altogether five operations
were performed for the removal of this condition. I suggest
that the existence of a complete obstruction of the airway on
one or both sides of the nose in an infant is never due
to adenoids.

4. The absence of any sense of smell was to be expected
but its partial recovery after operation, in one of the cases,
is of interest and might be regarded perhaps in the same light
as the recovery of vision as a result of use in an amblyopic eye.

5. The return to, at any rate, a considerable degree of
nose breathing after the removal of the obstruction is rather
surprising.

6. After examining the literature it would seem probable
that cases of syphilitic stenosis are not infrequently confused
with this congenital condition. The characteristics of the
occluding septum should prevent this error.
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The removal of the posterior portion of the nasal septum in
addition to the occluding bone seems to render the operation
effective. In the only other case which I have had to treat,
and in which this was not done, the opening contracted in spite
of attempts to keep it opened by dilators. None were employed
in these children.

I wish to consider briefly the bearing that these cases
present on the causation of the secondary changes observed in
a case of neglected adenoids. The factors which would seem
to be at work, in a case of adenoids, are :—

(a) Respiration partially through an obstructed nose and
partially through the mouth.

(b) Infection of the nasal and naso-pharyngeal tissues.

In congenital occlusion, on the other hand, the factors are:—

(a) Entire mouth breathing and absence of nasal breathing.
(b) The absence of infection.

The case of neglected adenoids presents chest deformity,
narrow and highly-arched palate with crowded and carious
teeth, collapsed ala?, narrow nasal passages, with deflected
septum and enlarged turbinals. The ears present evidence of
infection. The choanal occlusion has no chest deformity, only
a moderate degree of elevation of the palate, sound teeth,
practically normal development of the alas and nasal passages,
with a straight septum and collapsed turbinals. It would seem,
therefore, that pure mouth breathing does produce some
degree of narrowing and arching of the palate, but that chest
deformity, narrowing of the nose, collapse of the alae, deflection
of the septum, and changes in the ears, are the result of
respiration through a partially obstructed passage, or of
infection, or of both. Inspiration through an obstructed airway
would seem alone to account for deformities in the chest,
while a combination of these two factors probably accounts for
the mal-development of the' nasal passages and enlargement of
the turbinals. The causation of the septal deflection seems
difficult to explain. In the cases of the more common variety
of unilateral choanal occlusion, the septum in the majority is
not deflected.

I think it possible that the deflected septum in some cases
of neglected adenoids really represents what one might
describe as the normal degree of deformity, but it attracts
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attention and requires treatment because it exists in nasal
passages which are already extremely narrow. The condition
of the turbinals in cases of choanal occlusion is curious. They
seem to be uniformly small and collapsed, and I suggest that
either the stimulus of nasal respiration is necessary for the
full development of the cavernous tissues, or that possibly the
congenital defect leads to an associated abnormality in the
blood supply, with a resulting ill-development.

Thus, apparently absolute nasal obstruction with complete
mouth breathing is less detrimental to the child than partially
obstructed nasal breathing. This might furnish an argument
against the treatment of nasal obstruction in children by
breathing exercises without previous removal of the obstruction.

I may say, in conclusion, that the conditions found in these
two cases are in substantial agreement with those described in
other reported cases.
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